social stresses, and current mental state. Each can now be measured reliably and independently of symptoms which might be directly attributable to the arthritis. There is a growing consensus that the normal range of personality is represented among patients with early arthritis, that the prevalence of depression is similar to that of patients with other medical conditions, and that social stress is more closely related to depression than activity and the disabling effect of arthritis. Longitudinal studies are nowrequired to emine which social stresses can be attributed to the disabling effect of arthritis. Depression and social stress often manifest themselves to the rheumatologist as excessive complaints of pain and frequent clinic attendances so appropriate psychosocial treatments may reduce this behaviour.
psychosocial functioning-personality, current mental state, and current social stresses (fig 1) .
PERSONALITY
The term personality refers to habitual responses and coping mechanisms that are stable over time and which are considered to arise from genetic factors and early environmental experiences, such as loss of a parent or exposure to abnormal parental attitudes. Aspects of the personality relevant to chronic illness include the tendency towards self reliance versus dependence on others, general attitudes towards illness and health, and the characteristic response to stress. Such attributes will exist before the start of a chronic illness but may determine the pattern of disability that arises later.
Personality is measured by such instruments as the Minnesota multiphasic personality inventory (MMPI)7 and the Eysenck personality inventory,8 but the results of these questionnaires can change with chronic ilLness so it becomes impossible to obtain a reliable estimate of pre-existing personality once a chronic, disabling disorder has become established. 30 Three studies looked specifically to see whether the symptoms of appetite, sleep, and energy might distort the prevalence of depression. Bishop et al found that the somatic items on the Beck depression inventory correlated well with the total depression scores and did not correlate with RA activity so they concluded that their figure of 19% prevalence was accurate. 25 Murphy et al also found that exclusion of the somatic items from the psychiatric assessment schedule interview scores did not alter the overall prevalence figure of 21%.30 Frank et al'5 considered the figure (17%) for major depressive disorder to be more accurate than that for dysthymic disorder (41%) as the symptoms of the latter (a chronic dissatisfaction fluctuating over the previous two years29) overlap greatly with those of RA. The criteria for major depressive disorder3' also include somatic symptoms so the prevalence figures may therefore still be too high (34% for women and 12% for men). When the Murphy data were reanalysed using similar criteria the prevalence was 24% in a predominantly female sample. 32 In summary, the interview figures range from 21% to 34% and the three recent studies all concluded that the prevalence of depression in RA is similar to that of patients with other chronic diseases.'5 30 33 Correlation with severity of arthritis It has generally been accepted that the more disabling the disease the higher the prevalence of depression.34 Evidence for this view came from studies indicating that increasingly severe rheumatological disease was associated with increasing depression20 28 33 and hospital treatment for RA was associated with improvement in depression.23 25 Questionnaire studies have provided conflicting results on this issue; Chandarana et al found that depression scores were positively correlated with pain, duration of morning stiffness, and functional capacity.26 On the other hand, two studies used the more specific Beck depression inventory23 25 and were unable to find significant associations between degree of depression and duration or severity of the arthritis.
McFarlane and Brooks also found no significant correlation between total symptom score using the Middlesex Hospital questionnaire with any measure of disease activity, disability, or the duration of the illness. Two recent longitudinal studies used a different design, making detailed assessment three years apart and evaluating which features at initial assessment predicted depression at follow Up.33 35 In one study disease activity decreased, while both disability and depression increased during the three years, but there were no significant relationships between increase in depression and any of the measures of disease activity and disability (Ritchie articular index, pain score, duration of morning stiffness, proximal interphalangeal joint circumference, activities of daily living index). 35 In the other study worsening depression was not associated with any of the following: grip strength, joint count, pain, disability (health assessment questionnaire). 33 The factors which did emerge as significant in a regression analysis which controlled for initial levels of depression were age, education level, marital status, family income. The authors concluded that demographic and social data, but not clinical characteristics, distinguished the depressed and nondepressed groups.
Other multivariate studies have used crosssectional data rather than longitudinal data to examine more closely the factors which predict depression. The results are shown in In one study 'social stress' and 'lack of social support' were measured separately.30 Both factors were significantly related to the presence of depression, but the stress factors of financial problems, social contacts, and marital problems were significantly related to duration of RA, indicating a possible relation with disability. Further longitudinal studies are required to examine this possibility. 'Lack of support' was not related to duration or severity of RA, suggesting a direct correlation with depression as observed by Rimon29 and concurring with studies of depression in the community. '8 In the second study a detailed analysis of social relationships in RA indicated that availability and perceived adequacy of close (family) relationships were scored similarly to those of the general population but the available wider social network (friends and neighbours) was reduced.38 This reduction correlated significantly with both the Beck depression scores and the health assessment questionnaire disability scores, and the authors suggested that reduced functional ability led to reduced social relationships, which in turn led to increased depression.
Probably, taking these two studies together, stress in the form of marital problems may lead to depression unless the woman has good support from other family members or neighbours.'8 Such wider support is less likely to be available to the women with severe disabling RA. Removal from a difficult home situation may be one reason why Bishop found that depression improved while the patient was in hospital but rapidly relapsed after discharge. 25 Rogers et al described a depressed patient with RA whose husband's abuse led to an exacerbation of joint symptoms and her retreat to bed produced a marked increase in her disability.39 A patient's reluctance to return home, perhaps manifesting as an exacerbation ofjoint symptoms when discharge is proposed, will alert the astute clinician to this type of social stress.
Illness behaviour
The practical importance of anxiety and depression and social stress is seen in two ways. Hawley and Wolfe noted during their three year prospective study that those patients who were anxious or depressed had significantly more frequent clinic attendances, which seemed to be unrelated to the severity of the arthritis.33 Thus the demand for care from the rheumatologist is likely to be greater among those with anxiety/ depression.
Secondly, but related to the first, is the patients' experience of pain and view of their illness. Frank 
